
VermontState/Territory: 


The following ambulatory services  are provided. 

Serv icesp rov idedtothemed ica l lyneedygroup  a re  i d e n t i c a l  i n  t h e  
amount ,durat ionandscope of services as p r o v i d e dt ot h ec a t e g o r i c a l l yn e e d y  
desc r ibedinAt t achmen t  3.1-A, Pages 1 through 9. --
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State : vermont 

STATE PLAN UNDER T I Y E  X I X  OF THE SOCIAL SECURITY ACT 

Standards and methods of Assuring High Quality C a r e  

The following is a listing of the methods that will be used t o  assure that 
the medical and remedial care and services are of high quality: 

periodic medical review including on-site visits t o  skilled nursing 
homes mental hospitals, and mental health clinics.  

Licensing and certification of participating facil i t ies.  

Surveillance and utilization Review (partof Medicaid management 
infonation system). 

Patient reviews i n  intermediate Care Facil i t ies and Mental Health 
Clinics. 

Professional staff and consultants employedby the Department. 

fa i r  Hearhas. 

regulation of participating heal+& clinics.  

limiting approval for reiumbursement to  providers who can meet 
published State standards for coordinated care t o  high-technology 
dependent recipients whose qual i ty  of care depends upon the 
coordinated provision =.d monitoring of benefits available under the 
Pia?. Assurance i s  made that no barrier is  placed on free choice of 
providers. 
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Title xlx Attachment 3.1-D 

S T A T  PLAN under TITLE X I X  OF THE social SECURITY ACT 

Methods of providing Transportation 


Transportation to and from necessary medical services is covered and 

on
available to eligible Medicaid recipientsa statewide basis. 


The following limitations on coverage shall apply: 


1. 	 Prior authorizationis required. (Exceptions may be granted in a 

case of a medial emergency
) 

2. 	 Transportation is not otherwise available to the medicaid 

recipient. 


3. transportation is to and :ram necessary medical services. 


4. The medical Serviceis generally available to and usedby other 
members of the community or localityin which the recipient is 
located. A recipient's freedom of access to health does not 

atrequire Medicaid to cover transportationunusual or 
exceptional costin order tomet a recipient's personal choice 
3: provider. 
-
5. payment is made for the least expensivemeans of transportation 
and suitable to the&c& needs of the recipient. 


6. 	 reimbursement for the serviceis limited to enrolled 
transportation providers. 

7. reimbursement is subject to utilization control and review
in 

accordance with the requirements
of Title XIX. 

8. 	 Any medicaid-elgible recipientwho believes thathis or her 
request for transportation has improperly denied may request 
a fair hearing. 

Mulance Services: S e e  Attachrent 3.1-A Page 9a for Ambulance 
transportation 
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